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Capillary hemangioma of the aortic valve: False
preoperative diagnosis of endocarditis
Mario Vivirito, MD,a Renzo Boldorini, MD,b Lidia Rossi, MD,c
Philippe Primo Caimmi, MD,a Massimo Bernardi, MD,a
and Giovanni Teodori, MD,a Novara, Italy
Cardiac hemangiomas, although histologically identical1to those localized elsewhere in the body, are rare. Ina classic autoptical review by McAllister and col-l eagues,2 they represent only 2.8% of primary tumors
and cysts of the heart and pericardium. Probably because cardiac
valves are essentially avascular structures, valvular hemangiomas
are even rarer. To the best of our knowledge, up to March 2006,
only 7 valvular hemangiomas have been reported in the English
literature, all arising from tricuspid or mitral valves. The case we
report is the first one located in the aortic valve.
Clinical Summary
An 81-year-old man was referred from an outside hospital to our
department with a history of recent onset of thoracic pain, effort
dyspnea, and moderate fever. A computed tomographic scan
showed no signs of aortic dissection. A transesophageal echocar-
diogram showed a moderate aortic insufficiency, with a little mass
attached to the noncoronary cusp (Figure 1). Coronary angiogra-
phy demonstrated only a negligible lesion located in the distal part
of the posterior descending artery and failed to show any tumor
blush. A pericardiocentesis was performed, draining 800 mL of
hematic fluid.
On the second day after his arrival at our institution, the patient
was taken to the operating room for urgent surgical intervention.
Through a median sternotomy, the patient was started on standard
cardiopulmonary bypass. After crossclamping the aorta, an oblique
aortotomy was made. At inspection from above, the closed valve
appeared almost normal: only a mild prolapse of the right cusp and
a rather brownish color of the noncoronary cusp were noticed, and
the aortic surface of the entire valve was regular and smooth.
Opening the valve and inspecting the ventricular side of each cusp,
a brown mass completely included in the thickness of the non-
coronary cusp, exclusively bulging in its ventricular side, and
regularly covered by a normal endocardium appeared (Figure 2).
The valve was excised, and the noncoronary cusp was sent to
pathology, whereas the right and left cusps were sent to microbi-
ology. A biologic pericardial prosthesis was implanted. The post-
operative course was uneventful.
The histopathology and the immunohistochemical staining
demonstrated a capillary hemangioma of the noncoronary cusp of
the aortic valve. We waited until the results of the cultural exam-
inations were reported to be negative, and then the patient was
discharged on the 13th postoperative day.
At 6 months’ follow-up, the patient is doing well, and a
transthoracic echocardiography shows a well-functioning prosthe-
sis without any sign of recurrence of the tumor.
Discussion
From a clinical point of view, only a small minority of patients
(8%) with cardiac hemangiomas are asymptomatic, whereas the
vast majority are symptomatic, with symptoms usually depending
on the location and extension of the tumor. The more frequent
symptoms are as follows: dyspnea on exertion (43%), arrhythmias
(17%), pseudoangina (13%), signs of heart failure (13%), pericar-
ditis or pericardial effusion (8%), and failure to thrive (8%).3
About diagnosis, echocardiography obviously plays a primary
role, and coronary angiography, when showing a feeding artery
and the characteristic tumor blush, might be diagnostic. Recently,
contrast-enhanced computed tomography and magnetic resonance
imaging have been proposed for a more precise evaluation of the
extension of the tumor.4
Even though technology now provides all these diagnostic
means, because of the various settings of clinical and anatomic
presentation, a correct preoperative diagnosis is not always made.
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Figure 1. Preoperative transesophageal echocardiogram: short-
axis view of the aortic orifice. A mass attached to the noncoro-
nary cusp of the aortic valve is demonstrated.
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In the review by Brizard and coworkers3 of 23 patients, only
34.8% had a preoperative diagnosis of cardiac hemangiomas,
21.7% underwent operations with a suspicion of cardiac tumor,
and in the remaining 43.5% the diagnosis was “other.” When the
diagnosis is made or suspected, surgical treatment is indicated to
make diagnosis certain, to relieve symptoms, to avoid the risk of
sudden death, and to avoid the risk of malignant transformation.5
Because signs, symptoms, and instrumental findings did not
allow a univocal interpretation, our patient was essentially oper-
ated on for the suspicion of a potentially embolizing infective
endocarditis. Because of the rarity of cardiac hemangiomas and
the exceptionality of valvular ones, we did not even suspect the
presence of such a tumor.
In recent years, an increasing number of cardiac and also
valvular hemangiomas has been reported, raising the doubt that in
the past this kind of pathology could have been underestimated.
Even in those recent articles, the right diagnosis is mostly still
made postoperatively.
In conclusion, we believe that because clinical settings and
instrumental findings of cardiac and especially valvular hemangi-
omas are often atypical, suspecting this pathology is the most
essential element in making a correct preoperative diagnosis, be-
cause the pathology is most likely not so exceptional.
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Asymptomatic hemangioma of the interatrial septum
Aïda Ayadi-Kaddour, MD,a Mohammed Abid, MD,b Youssef Harrath, MD,c Belhassen Smati, MD,b Tarak Kilani, MD,b
and Faouzi El Mezni, MD,a Ariana and Siliana, Tunisia
Acardiac hemangioma is a rare form of primary cardiactumor, occurring with an incidence of 1% to 2% of alldetected benign heart neoplasms.1 To date, only 45cases involving surgical treatment have been dis-
cussed in the literature.1
We present a patient with hemangioma of the interatrial septum
that was found incidentally and successfully resected.
Clinical Summary
A 74-year-old man was referred to our institution with a cardiac
tumor detected incidentally by means of thoracic echocardiogra-
phy during a medical checkup. The patient was asymptomatic.
Physical examination revealed an arrhythmia. Electrocardiography
showed an irregular rhythm caused by atrial fibrillation and left
ventricular hypertrophy. Transesophageal echocardiography re-
vealed a 24-cm2 echogenic mass arising from the interatrial sep-
tum (Figure 1). Computed tomography confirmed a huge oval
tumor (6.1  6 cm) with hypointense signal intensity; inhomoge-
neous enhancement after intravenous contrast administration is
shown in Figure 1. The patient was taken to the operating room for
resection of the cardiac mass during cardiopulmonary bypass. The
defect of the interatrial septum was repaired with a patch of a
synthetic tissue. The patient’s recovery was simple. The macroscopic
examination showed a mass measuring 6  4  3 cm, with a
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Figure 2. Macroscopic section of the excided noncoronary cusp
showing the inner and outer aspects of the tumor.
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